the given context would be more important than providing the T scores. 3. The authors conclude on the basis of their data that T scores in the Indian population can be used to predict hip fracture. The study design can best be described as a case-control study and no patients have been followed from baseline till sustaining a fracture. Hence the conclusion that T scores are the best predictor of fracture is premature. At best it can be said that in the given sample, T scores were able to discriminate between patients with and without hip fracture. The authors did not comment on 2 other important predictors of fracture risk (weight and prior fracture), which may have contributed to some of the differences between the cases and controls. Such analyses would certainly be required before concluding that T scores are the best predictor. We would like to have the authors' thoughts on the above issues. Although the study revealed some interesting findings, there are several methodological drawbacks that we would like to point out: 1. The sample contained patients with a wide age range, with 5 patients under the age of 50 years. It is important to ascertain whether the fractures were sustained after a trivial fall (fragility fractures) or after a significant injury. Furthermore, the preponderance of male patients is somewhat at odds with worldwide figures for incident hip fracture. How representative of fracture cases was the random sample? 2. The authors mentioned that they preferred expressing the T scores to the absolute bone mineral density (BMD) values as no normative reference data on the use of dual energy X-ray absorptiometry (DXA) in the Indian population are available. Does this justify the use of the Caucasian reference data to get the T score? It is well recognised that the use of a database other than the local norm can lead to over-or underreporting of osteoporosis. It is agreed that different devices provide slightly different BMD estimates but the expression of BMD as absolute values in
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